Abstract This study examined demographic and mental health correlates of subjective well-being (i.e., life satisfaction, happiness) using a national sample of older African Americans with psychiatric disorders. We used a subsample of 185 African Americans, 55 and older with at least one of thirteen lifetime psychiatric disorders from The National Survey of American Life: Coping with Stress in the Twenty-first Century. The findings indicated that among this population of older adults who had a lifetime psychiatric disorder, having a lifetime suicidal ideation was associated with life satisfaction but not happiness. Further, having a 12-month anxiety disorder or a lifetime suicidal ideation was not associated with happiness. Having a 12-month mood disorder, however, was negatively associated with an individual's level of happiness, as well as their life satisfaction. Additionally, there were two significant interactions. Among men, employment was positively associated with life satisfaction, and marriage was associated with higher levels of happiness among men but not women. The overall pattern of findings reflects both similarities and departures from prior research confirming that well-being evaluations are associated with multiple factors.
Introduction
Psychiatric disorders affect one in five adults who are 55 and older (Bartels 2003) . Nationally, 7 million older adults have been diagnosed with a psychiatric disorder and by 2030, elderly individuals with psychiatric disorders are expected to increase to 15 million (Jeste et al. 1999) . Psychiatric disorders in the elderly are associated with elevated risk of physical and cognitive decline, suicide, homelessness, higher medical expenses, declines in social networks, and institutional placement (CMHS 2004; USDHHS 1999) .
Research on subjective well-being among older adults indicates that personal evaluations of life quality (i.e., overall satisfaction and happiness), provide important information that complements objective indicators of mental and physical health. We currently know little about how older persons with psychiatric disorders subjectively evaluate their lives and whether demographic factors are significant correlates of these ratings. Information about the levels and correlates of well-being is important for understanding how older persons with psychiatric disorders characterize their lives. This is especially true for subgroups such as African American elders for whom there is little research and concrete information and who are disproportionately vulnerable to psychiatric disorders (CMHS 2004) , and at increased risk for diminished levels of subjective well-being.
Literature Review
Subjective well-being (SWB) is defined as a personal assessment of quality of life (i.e., happiness, life satisfaction) encompassing positive and negative features (Diener 1984; Diener 2000) and reflecting both objective (e.g., income) and subjective indicators. Among older adults, SWB is linked to several factors. Pinquart and Sörensen's (2000) metaanalysis of correlates of SWB among older adults found that persons with higher socioeconomic status, greater involvement with social networks, and higher competency reported better life satisfaction, higher self-esteem, and greater happiness. Research on the demographic correlates of SWB within the general population indicates that income is the strongest predictor of subjective well-being, while findings for age, gender, education, and marital status are less consistent (Diener 1984; Ellison 1991; Haring-Hidore et al. 1985; Pinquart and Sörensen 2001) .
SWB research among African Americans is largely based on so-called 'bottom-up' or resource theories of well-being whereby subjective evaluations of life are based in objective life circumstances such as income and educational levels (Andrews 1982; Chatters 1988) . In essence, SWB simply reflects experienced advantages (or disadvantages) in objective life circumstances (Lyubomirsky 2001) . Elderly Black adults are at greater risk for diminished well-being because they are disproportionately represented among low resource and status groups and are exposed to disadvantaged life circumstances (Herzog et al. 1982) . Accordingly, African American older adults who have generally lower position on social status factors (e.g., income and education) should have lower SWB ratings. However, African American elderly often have comparable or higher levels of SWB than both younger African Americans, as well as their racial age counterparts (i.e., white elderly).
Among African American elders, demographic factors often bear different associations with SWB than is found in the general elderly population. African Americans elders who are older, married, and in better health report higher well-being evaluations (Chatters 1988; Levin et al. 1995; Lincoln et al. 2010b; Rao and Rao 1983; Tran et al. 1991; Wilkerson 2004) . Findings for socioeconomic status are mixed-education is positively associated with well-being (Jackson, Bacon, and Peterson 1977) , while income is negatively or unrelated to SWB (Chatters 1988; Jackson et al. 1977) . Perhaps most interesting is that advanced age (oldest old) is associated with higher SWB within this group (Chatters 1988; Tran et al. 1991) . These findings for African Americans indicate that social status factors often have inconsistent or no relationship with SWB ratings (Andrews 1982) .
Subjective Well-Being in Older Adults with Psychiatric Disorders
A separate body of research on SWB among persons with psychiatric disorders (Hays et al. 1995; Katschnig 2006; Lehman et al. 1982 Lehman et al. , 1995 Lehman 1983 Lehman , 1988 Maddux et al. 2003; Rosenfield 1992) indicates some similarities with findings for the general population. Lehman's (1983) study of subjective well-being in adults with chronic mental illness found that the three strongest predictors were marital status, education, and drug abuse (Lehman 1983) . Findings for racial and gender differences in SWB for persons with psychiatric disorders are mixed. Lehman et al. (1995) found that men with psychiatric disorders report higher life satisfaction compared to women (although a gender by age interaction indicated that older women reported better life satisfaction than younger women) (Lehman et al. 1995) . Racial minority respondents reported greater life satisfaction and satisfaction with family and social relationships, while experiencing more financial difficulty and higher unemployment. In contrast, Hitchcock et al.'s study (2004) among clinically depressed adults found no differences in QOL for age or race groups, but women and married persons reported better life quality than their counterparts.
Physical functioning and depression also emerge as correlates of SWB ratings among persons with chronic mental illness. Wells et al. (1989) examined physical functioning and well-being in 11,242 patients who met criteria for depressive disorder or depressive symptoms. They found that patients with depressive symptoms functioned similarly to those with heart conditions; level of functioning varied depending on whether the patient received treatment from a general medical provider or a mental health provider. Hays et al. (1995) longitudinal study found that patients with depression experienced long term functional impairment and declines in well-being at baseline and at 2 year follow-up. Furthermore, Hitchcock et al. (2004) report that depression severity has pervasive negative effects on quality of life, physical and mental functioning, and disability among elderly primary care patients with clinically severe depression.
In sum, available research indicates mixed findings for the demographic correlates of SWB overall and specifically as they relate to older African Americans. Contrary to resource models of SWB, African American elders overall and African Americans with chronic mental illness often report high levels of SWB despite poor objective conditions. Studies of SWB among persons with psychiatric disorders indicate that functional impairments/physical mobility and specific mental disorders (e.g., depression) emerge as important correlates, although specific information on African Americans is limited. Consequently, reliable information on the correlates of SWB among elderly African Americans with psychiatric disorders is lacking. We know little about how they subjectively evaluate their lives and whether demographic and other factors are significant correlates. Given suggestive evidence that demographic factors operate differently as SWB correlates for older African Americans and African Americans with mental illness, additional exploration of these issues is important for understanding the meaning of SWB for elderly African Americans with mental disorders.
Subjective Well-Being of Older African Americans
The present study addresses gaps in the literature and builds upon previous work in several ways. First, the study uses single item indicators of SWB (i.e., ratings of life satisfaction and happiness) which have strong face validity and wide use in SWB research (Diener 1984; Tran et al. 1991; Utsey et al. 2002) . Examining both happiness and life satisfaction will allow us to determine whether the set of correlates are the same for these different life assessments. Second, we examine a full range of demographic factors (e.g., age, gender, education, region) as correlates of SWB within a national sample of community-dwelling older African Americans who report having at least one lifetime psychiatric disorder. Third, the impact of physical mobility and specific mental disorders (anxiety disorders, mood disorders and suicide ideation) on assessments of SWB is examined, controlling for demographic factors. This provides the opportunity to determine whether physical mobility and specific forms of mental disorder are associated with SWB ratings. Finally, because the analyses use a nationally representative sample, the findings demonstrate the independent effects of demographic, mental disorder and mobility factors on SWB ratings and are generalizable to the broader community-residing population of older African Americans with psychiatric disorders.
As noted, there is sparse consistent evidence regarding the relationships between demographic and other factors as correlates of SWB for older African Americans and older adults with mental disorders. Nonetheless, based on available information, we posit several predictions for these associations. First, in line with prior research on both groups, we expect that advanced age, being married, better health and physical functioning, and possessing higher levels of education will be associated with higher levels of well-being. Expectations for gender differences are less clear, but we anticipate that men will report higher well-being than women as a reflection of women's overall lower social status in society. Being employed and a resident of the South will be associated with higher SWB; no specific relationships are posited for income as a correlate of well-being. Finally, we anticipate that mental disorders reflect particular vulnerabilities for well-being. As found in previous studies examining depression and depressive symptoms and SWB, we expect that reports of mood disorders, anxiety disorders, and suicide ideation will be associated with lower well-being.
Methods

Sample
The National Survey of American Life: Coping with Stress in the Twenty-first Century (NSAL) was collected by the Program for Research on Black Americans at the University of Michigan's Institute for Social Research. The African American sample is the core sample of the NSAL. The core sample consists of 64 primary sampling units (PSUs). Fiftysix of these primary areas overlap substantially with existing Survey Research Center National Sample primary areas. The remaining eight primary areas were chosen from the South in order for the sample to represent African Americans in the proportion in which they are distributed nationally. The African American sample is a nationally representative sample of households located in the 48 coterminous states with at least one Black adult 18 years or over who did not identify ancestral ties in the Caribbean.
The data collection was conducted from February 2001 to June 2003. A total of 6,082 interviews were conducted with persons aged 18 or older, including 3,570 African Americans, 891 non-Hispanic whites, and 1,621 Blacks of Caribbean descent. Fourteen percent of the interviews were completed over the phone and 86 % were administered face-to-face in respondents' homes. Respondents were compensated for their time. There are 837 African Americans aged 55 years or older in this sample. The analytic sample for this analysis consists of 185 African Americans who are aged 55 and older and who have one of thirteen lifetime psychiatric disorders.
The thirteen lifetime psychiatric disorders include anxiety disorders (panic disorder, agoraphobia, social phobia, generalized anxiety disorder, obsessive compulsive disorder, posttraumatic stress disorder), mood disorders (major depressive disorder, dysthymia, bipolar I & II disorders), and substance disorders (alcohol abuse, alcohol dependence, drug abuse, drug dependence). The psychiatric disorders were assessed using the DSM-IV World Psychiatric Health Composite International Diagnostic Interview (WMH-CIDI), a fully structured diagnostic interview. The psychiatric disorders sections used for NSAL are slightly modified versions of those developed for the World Psychiatric Health project initiated in 2000 (WHO 2004 ) and the instrument used in the NCS-R (Kessler and Ustun 2004) . Obsessive compulsive disorder was assessed using the CIDI-Short Forms (Kessler et al. 1998) .
The overall response rate was 72.3 %. This is excellent given the difficulty and expense to conduct survey fieldwork and data collection among African Americans (especially lower income African Americans) who are more likely to reside in major urban areas. Final response rates for the NSAL two-phase sample designs were computed using the American Association of Public Opinion Research (AAPOR) guidelines (for Response Rate 3 samples) (AAPOR 2006) (see Jackson et al. 2004 for a more detailed discussion of the NSAL sample). The NSAL data collection was approved by the University of Michigan Institutional Review Board.
Measures
Dependent Variables
Two dependent variables are examined in this analysis. Life satisfaction was measured by the question: ''In general how satisfied are you with your life as a whole these days? Would you say very satisfied (3), somewhat satisfied (2), somewhat dissatisfied (1), or very dissatisfied?''. Because of the low number of respondents in the very dissatisfied group, they were combined with the somewhat dissatisfied group. Overall happiness was assessed by the following question: ''Taking all things together, how would you say things are these days? Would you say you are very happy (3), pretty happy (2), or not too happy these days (1)?'' Two respondents volunteered that they were ''not happy at all'' and they were combined with the ''not too happy group.
Independent Variables
Several demographic, mobility and mental health factors were included as independent variables (i.e., age, gender, marital status, region, education, family income, and physical mobility). Missing data for family income and education were imputed using an iterative regression-based multiple imputation approach incorporating information about age, sex, region, race, employment status, marital status, home ownership, and nativity of household residents. Missing data for family income were imputed for 773 cases (12.7 % of the total NSAL sample of 6,082). Missing data for education were imputed for 74 cases of the total NSAL sample. Imputations were done using Answer Tree in SPSS, which uses a hotdeckSubjective Well-Being of Older African Americans type of imputation (Andridge and Little 2010) . Income is coded in dollars and for the multivariate analysis only has been divided by 5000 in order to increase effect sizes and provide a better understanding of the net impact of income on the dependent variables.
Physical mobility was measured using a modified version of the World Health Organization Disability Assessment Schedule (WHO-DASII). Respondents were asked about their difficulties with mobility, such as standing for long periods, moving around inside your home, or walking for a long distance (half a mile) in the past 30 days. Items assessed the number of days of impairment weighted by self-assessed difficulty in performing these activities. This measure was transformed into a scale ranging from 100 = completely impaired to 0 = no impairment.
Two measures of 12-month psychiatric disorders are included as independent variables. They are whether the respondent has had any 12-month anxiety disorder, or whether they had a 12-month mood disorder. Suicidal ideation is also included in the analysis. Suicidality is assessed in its own section of the World Mental Health Composite International Diagnostic Interview (WMH-CIDI) by a series of questions about lifetime suicidal behaviors (Joe et al. 2006; Kessler et al. 2005) . Suicidal ideation (lifetime) is measured by the question ''Have you ever seriously thought about committing suicide?''
Analysis Strategy
Analytic tests (proportional odds assumption) indicated that Ordered Logit regression (Borooah 2002) could be appropriately used with life satisfaction. In particular, the v 2 test for the Proportional Odds Assumption for the Ordered Logit regression model was 3.42 (df = 11 p = 0.98) which indicated that the ordered logit coefficients were equal across the levels of life satisfaction and thus it is appropriate to use Ordered Logit regression. For happiness, however, the v 2 test for the Proportional Odds Assumption for the Ordered Logit regression model was 31.49 (df = 11 p = 0.0009) which indicated that the ordered logit coefficients were unequal across the levels of happiness and thus the less restrictive multinomial logistic regression was more appropriate. The format and interpretation of multinomial logistic regression is similar to dummy variable logistic regression and involves contrasts between a comparison and an excluded category. However, comparisons between selected categories and the excluded category involve both the dependent variable and selected independent variables (as opposed to only selected independent variables in standard logistic regression).
The analyses were conducted using SAS 9.13. All of the analyses utilize analytic weights. Additionally, standard error estimates are corrected for unequal probabilities of selection, nonresponse, poststratification, and the sample's complex design (i.e., clustering and stratification) to obtain results that are generalizable to the older African American population who have experienced a lifetime psychiatric disorder.
Results
Characteristics of the Sample
This older African American sub-sample consists of 185 persons 55 and over who reported at least one psychiatric disorder. They range in age from 55 to 93 years (M = 63.82 and SD = 5.93) ( Table 1) . Slightly over half (52.1 %) of the respondents are women, one out of three are married (34.1 %) and almost half (47.22 %) reside in the South. With regards to socioeconomic status, the average family income is $27,023 (SD = $25,319), and the average years of education is 11.46 (SD = 2.74). About two-thirds (66.02 %) of respondents are not employed. Ten percent (9.88) of respondents have mobility difficulties. Close to a third of respondents had one 12-month anxiety disorder (30.65 %), 12.46 % had one 12-month mood disorder and 15.29 % reported a lifetime suicidal ideation. With regards to co-morbid conditions, 6.3 % of this sample had a 12-month mood and 12-month anxiety disorder, 3.4 % had a 12-month mood disorder and lifetime suicidal ideation and 6.73 % had a 12-month anxiety disorder and lifetime suicidal ideation.
Multivariate Analysis
Thirty-two percent (31.9 %) of respondents reported that they are very satisfied with their lives, 48.8 % reported that they are somewhat satisfied and 19.3 % reported that they were dissatisfied. The results of the ordered regression for life satisfaction are presented in Table 2 . In the first model, in line with predictions for age, older respondents reported higher levels of life satisfaction than their younger counterparts. In contrast to prior associated with life satisfaction, whereas for women being employed is associated with lower levels of life satisfaction. Turning to happiness, thirty percent (30.1 %) of respondents indicated that they were very happy, 51.5 % reported that they were pretty happy and 18.3 % reported that they were not too happy. Table 3 presents the results of the multinomial regression of happiness. Models 1 and 2 compare the categories Pretty Happy with Not Too Happy and Models 3 and 4 compare the categories Very Happy with Not Too Happy. Preliminary analysis indicated the presence of a potential interaction between gender and marital status on happiness. This interaction is included in the fully adjusted models (Models 2 and 4). In Model 1, and in keeping with expectations, gender (male) and older age are significantly associated with higher levels of happiness (i.e., being 'pretty happy'). However, after including the disorder variables and the interaction between gender and marital status in the regression (Model 2), neither gender nor age remains significant. Mood disorder is significant in Model 2 and negatively associated with being 'very happy' as opposed to 'not too happy' (RRR = 0.17, 95 % CI 0.04, 0.69). The interaction between gender and marital status is also significant. Comparing 'Very Happy' and 'Not Too Happy' (Model 3), gender, age, and education are significantly associated with happiness. Older age and male gender is associated with reports of being 'very happy', while higher education is associated with being 'not too happy'. Age (RRR = 1.13, 95 % CI 1.01, 1.26) and education (RRR = 0.78, 95 % CI 0.68, 0.90) remain significant when the disorder and gender and marital status interaction variables are included (Model 4). Age was positively associated with being 'very happy' whereas education was negatively associated with being 'very happy.' Having a 12-month mood disorder was negatively associated with being 'very happy' (RRR = 0.02, 95 % CI 0.00, 0.35); anxiety disorders and suicide ideation are unrelated to happiness. There was a significant interaction between gender and marital status. For men, marriage is positively associated with happiness whereas for women marriage is negatively associated with happiness. Finally, contrary to expectations from prior research, income, and physical mobility are unrelated to assessments of both life satisfaction and happiness.
For the analysis of both dependent variables, we computed the Variance Inflation Factor which is a widely used measure of the degree of multicollinearity between the independent variables. The largest Variance Inflation Factor was 3.6 which is lower than the threshold of 10 or the more stringent threshold of 4 which many researchers regard as a sign of severe or serious multicollinearity (see O'Brien 2007) . Also for both dependent variables we conducted the same analysis without using any imputed variables. The tables for this analysis using non-imputed data are included in the appendix (Tables 4 and 5 ).
Discussion
A combination of demographic factors and psychiatric disorders are associated with SWB among this sample of older African Americans with DSM IV psychiatric disorders. First, of overall significance, this analysis demonstrated that having a lifetime DSM IV psychiatric disorder does not necessarily mean that older African Americans are doomed to a life of dissatisfaction and unhappiness. Almost one-third of respondents in this sample reported that they were very satisfied with their lives while an equal portion indicated that they were very happy overall. Second, demographic factors were important in distinguishing levels of well-being. In particular, age, education, and gender emerged as the Subjective Well-Being of Older African Americans most significant demographic correlates of well-being. Advanced age was positively associated with higher levels of general happiness, a finding noted in prior work on samples of older Blacks (Chatters 1988) . Although an initial gender difference favoring men was found for happiness only (Lehman et al. 1995) , this was canceled when controlling for psychiatric disorders. This suggests that in uncontrolled analyses, women's lower levels of happiness may be attributable to their generally higher rates of mood disorders. However, controlling for mood disorders, elderly women are no different from elderly men in their reports of happiness. With respect to education, the previously significant negative association with life satisfaction was eliminated when psychiatric disorders were included. In contrast, education was associated with lower levels of happiness even with controls of psychiatric disorders. There were two significant interactions, one between gender and employment status on life satisfaction and the other between gender and marital status on happiness. Finally, 12-month mood disorders, and lifetime suicidal ideation were associated with lower life satisfaction. In contrast, lower rates of general happiness were significantly associated with the presence of a 12-month mood disorder, only. The overall pattern of findings reflects both similarities and departures from prior research confirming that well-being evaluations are influenced by multiple factors (Chatters 1988; Coke and Twaite 1995; Diener 1984; Lyubomirsky 2001; Sörensen 2000, 2001 ) that often have differing associations. For example, Diener's review (1984) notes mixed findings regarding the associations between age, gender, and education and life satisfaction and general happiness (Diener 1984) . In the present study, age was positively related to happiness, a finding confirmed in other research on happiness ratings (Chatters 1988 ) but at odds with other research (Yang 2008 ). This finding is also consistent with research that shows that older African Americans are less likely to have a major depressive disorder Woodward et al. 2013) , less likely to have a psychiatric disorder (Ford et al. 2007 ) and less likely to engage in suicidal behaviors (Joe et al. 2006) . Similarly, the present finding of an inverse association between education and happiness and life satisfaction ratings parallels prior research in which elders with less than a high school education report better life satisfaction (Lehman 1983; Wilkerson 2004 ). However, the negative education effect for life satisfaction was not significant when controlling for psychiatric disorders, while it remained significant for happiness ratings.
A significant gender and marital status interaction indicated that married men were more likely than married women to report higher levels of happiness. This is consistent with research on non-Hispanic whites and African Americans which finds that women have lower levels of marital satisfaction than men (Bryant et al. 2008) . This is also consistent with research which notes that benefits of marriage are frequently stronger for men than women (Berkman and Breslow 1983) .
The interaction for gender and employment status indicated that employed men have higher levels of life satisfaction. This contrasts with the situation for women in which employed women have lower levels of life satisfaction than unemployed women. By way of explanation, paid employment is thought to have a more prominent position in the life experiences and gender expectations for men, particularly in their role as family providers (Taylor et al. 1988) . Being unemployed thus represents a loss of this social role, as well the associated losses of income and social contacts at the job, and a diminished sense of self esteem and competence. These roles, and their associated benefits, may be particularly important to older African American men who have had a history of psychiatric disorders.
For older employed women, working in the paid labor force is less clearly tied to gender expectations and being employed may represent more of a necessary burden. Further, having a psychiatric disorder is associated with working in lower pay, lower prestige jobs and more financial instability (Kessler et al. 2008) . This, coupled with the fact that older African American women are more likely to work in low pay, low status service jobs (Gibson 1993) , suggests that older African American women with a history of psychiatric disorders are working more out of economic necessity than choice. Accordingly, the gender and employment status interaction effect (higher satisfaction for employed men and lower satisfaction for employed women) may be in part a reflection of undesirable features of the workplace (e.g., low status and compensation) and possible role overload and conflicts experienced by employed women.
Prior theoretical and empirical work on the nature of happiness and life satisfaction are useful in interpreting these findings. Theories of SWB suggest it is comprised of three independent components-life satisfaction and positive and negative affect (Andrews and Withey 1976; Lucas et al. 1996) . Accordingly, happiness and life satisfaction assess different aspects of well-being evaluations-happiness reflects overall positive affect, whereas life satisfaction represents more cognitive evaluative aspects of life (Diener et al. 2002) . The differential associations of demographic factors and psychiatric disorders on happiness and life satisfaction support these assumptions regarding the basic character of these assessments. The significant independent effects of lifetime suicide ideation and 12-month mood disorders for life satisfaction are particularly noteworthy. Their negative effects on life satisfaction (cognitive evaluations) are distinctive and independent of one another, as well as mobility factors and demographic factors. Happiness ratings, on the other hand, were uniquely associated with mood disorders only, indicating that conditions associated with mood (e.g., major depressive disorder) may be particularly important in depressing happiness ratings.
Our findings show that having a lifetime suicidal ideation is significantly associated with life satisfaction but not happiness. Consequently, having a 12-month anxiety disorder or previous suicidal ideation does not mean that a person will be unhappy, even among this population of older adults with diagnosed psychiatric disorders. Having a 12-month mood disorder, however, is negatively associated with both an individual's level of happiness as well as their life satisfaction.
What is not evident from our findings are the causal relationships between mood disorders and happiness and life satisfaction. That is to say, do attributions of happiness and life satisfaction lead to the development of mood disorders or are happiness and life satisfaction ratings merely manifestations of having a mood disorder. On one hand, the symptoms of major depressive disorder (the most prevalent type of mood disorders) include depressed mood, loss of interest or pleasure, difficulty concentrating, fatigue or loss of energy, and feelings of worthlessness. Given these symptoms, it is not unreasonable that a person might evaluate themselves as being unhappy and less satisfied with their life. Furthermore, although one would expect that being clinically depressed would cause an individual to have lower levels of subjective well-being, it is important to note that not all individuals with low levels of subjective well-being will develop a mood disorder. For example, an older person with a history of a psychiatric disorder may, upon introspection and reflection on their past (e.g., life review), evaluate themselves as unhappy and dissatisfied with their life, but not experience a mood disorder. Alternatively, the life review process itself, may actually lead to a subsequent major depressive episode. In this case, reported lower subjective well-being (dissatisfaction and unhappiness) may be a consequence of the mental disorder. These are several possible scenarios for how 12 month mood disorders and SWB might be related to one another. Unfortunately, as with all crosssectional studies, the data do not allow a determination of the causal relationships and sequencing of mood disorders and subjective well-being.
In summary, our research confirms that examining the demographic and mental disorder correlates of SWB can be complex, particularly for groups such as older African Americans with psychiatric disorders. Demographic factors and psychiatric disorders have tangible impacts on the SWB of African American elders that require professionals to consider the influence of age and education, as well as psychiatric conditions for understanding life quality within this group. Further, because specific groups may be a risk for lower SWB, comprehensive health screenings in primary care settings frequented by older African Americans with psychiatric disorders is a priority. This is particularly critical in relation to depression which is frequently undetected and/or undertreated in these settings. This study demonstrated the importance of mood disorders for both happiness and life satisfaction ratings for elderly who had experienced a lifetime psychiatric disorder. Finally, demographic factors and psychiatric disorders should also be considered in designing intervention programs and used to develop targeted supportive services for African American elders with psychiatric disorders.
Several limitations to this study should be noted. First, the WHO-CIDI questions used to assess alcohol and drug dependence were modified such that respondents who did not report lifetime abuse symptoms were not administered questions assessing dependence. Thus, individuals who have a history of dependence without abuse were excluded, resulting in the overall rates of substance dependence to be underestimated (Kessler and Merikangas 2007) . Therefore, similar to other studies involving the WHO-CIDI with this skip pattern, the results of this study should be interpreted in the context of this diagnostic issue. Second, because segments of the population such as homeless and institutionalized individuals were not represented, our findings are not generalizable to these subgroups. Lastly, as previously noted, with any cross-sectional analyses, causal inferences are problematic and longitudinal data are preferred. Despite these limitations, this study is one of a handful of emerging investigations of psychiatric disorders among older African Americans Chatters et al. 2008; Ford et al. 2007; Jimenez et al. 2010; Lincoln et al. 2010a; Woodward et al. 2012; Woodward et al. 2013 ).
In conclusion, although gerontology researchers have described ''the upcoming crisis in geriatric mental health'' (Bartels 2003; Jeste et al. 1999) , discussion regarding the implications for minority elders has been limited. Therefore, basic research using larger and more diverse samples is needed to improve the state of knowledge regarding mental health concerns and their correlates among diverse groups of elders. This should include studies of the impact of demographic and psychiatric disorders on the well-being of older African Americans. Persons with psychiatric disorders from minority groups are understudied in the aging literature. This research contributes to filling this gap. Helping professionals can consider age, education, anxiety disorders, mood disorders, and suicidal ideation in evaluating subjective well-being in this group. Practitioners and researchers must continue to explore, prevent, and intervene in complex issues that can impact subjective well-being in older African Americans with psychiatric disorders. 
